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Patients’ perceptions of entitlement to time in general
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Abstract
Objective: To investigate patients’ perceptions of
entitlement to time in general practice consultations
for depression.
Design: Qualitative study based on interviews with
patients with mild to moderate depression.
Setting: Eight general practices in the West Midlands
and the regional membership of the Depression
Alliance.
Participants: 32 general practice patients and 30
respondents from the Depression Alliance.
Results: An intense sense of time pressure and a self
imposed rationing of time in consultations were key
concerns among the interviewees. Anxiety about time
affected patients’ freedom to talk about their
problems. Patients took upon themselves part of the
responsibility for managing time in the consultation
to relieve the burden they perceived their doctors to
be working under. Respondents’ accounts often
showed a mismatch between their own sense of time
entitlement and the doctors’ capacity to respond
flexibly and constructively in offering extended
consultation time when this was necessary. Patients
valued time to talk and would often have liked more,
but they did not necessarily associate length of
consultation with quality. The impression doctors gave
in handling time in consultations sent strong
messages about legitimising the patients’ illness and
their decision to consult.
Conclusions: Patients’ self imposed restraint in taking
up doctors’ time has important consequences for the
recognition and treatment of depression. Doctors
need to have a greater awareness of patients’ anxieties
about time and should move to allay such anxieties by
pre-emptive reassurance and reinforcing patients’
sense of entitlement to time. Far from acting as
“consumers,” patients voluntarily assume
responsibility for conserving scarce resources in a
health service that they regard as a collective rather
than a personal resource.

Introduction
Shortage of time in general practice consultations is
widely acknowledged to constrain the quality of care of
patients. It has become emblematic of the scarcity of
basic resources in a national health system perceived to
be strapped for cash and struggling to cope.

Technological innovations expand the boundaries of
clinical need, and bureaucratic complexity increases
the professional workload.1 With an average slot of 5-8
minutes per patient, doctors protest that there is not
enough time for the increasing number of tasks
involved in routine consultations.2–9 Shortage of time is
considered a major obstacle to the realisation of a
more patient centred medical practice that actively
involves patients in treatment decisions.10–13

Discussion of time has focused on the professional
and organisational perspective, rather than patients’
experiences and views. References to patients’ dissatis-
faction with consultation time occur in accounts or
analysis of satisfaction with health care.2 8 14 However,
little is known about patients’ perceptions of the
adequacy or quality of time spent with their general
practitioners. We report on part of the findings of a
study of patients’ and professionals’ understandings of
depression and its treatment, in which time emerged as
an important topic.

Methods
We used a qualitative interview to compare the views of
patients and general practitioners on the nature of
depression and the effectiveness of its treatments. We
recruited 19 general practitioners and two counsellors
from eight practices in the West Midlands varying in
size, type of location, and catchment. A convenience
sample of 32 patients with recently diagnosed mild to
moderate depression was recruited by general
practitioners from their lists. All 32 patients had an
initial interview, and 30 of the patients took part in a
follow up interview six months later. General
practitioners varied in their strategies for recruiting
patients: some did an audit of practice records; others
identified suitable patients during consultation. All
patients received a written personal invitation from
their general practitioner.

Judgments about mild to moderate depression
were left to individual doctors. We asked the general
practitioners to recruit patients with “typical” depres-
sion of the kind they would routinely deal with in gen-
eral practice, and none had any problem in
recognising such a category. However, the doctors had
a fairly elastic notion of “recent” diagnosis. Although
we initially aimed to recruit patients whose depression
was diagnosed in the preceding six months, some
patients turned out to have had depression for rather

Department of
Medicines
Management, Keele
University, Keele
ST5 5BG
Kristian Pollock
concordance research
fellow
Janet Grime
concordance research
fellow

Correspondence to:
K Pollock
k.pollock@
keele.ac.uk

bmj.com 2002;325:687

page 1 of 6BMJ VOLUME 325 28 SEPTEMBER 2002 bmj.com



longer, while five remained uncommitted to the
diagnosis (table).

We wanted to compare the views of relatively new
patients with those of people who had more
experience of dealing with depression and had
accessed information and support outside the formal
health service. An additional group of 30 respondents
was recruited from the regional membership of the
Depression Alliance. These respondents were inter-
viewed once. The two groups differed in some ways, but
for the purpose of analysing perceptions of time they
constituted a uniform set. This paper deals specifically
with all relevant material from the three sets of
interviews.

The response rate in both groups was predictably
low, at around 50%. We assumed that patients who
were more severely ill, had opted out of treatment, or
were of lower socioeconomic status were less likely to
take part. As this was a qualitative investigation
respondents do not constitute a representative sample,
but their accounts illustrate the range of views and
experiences of patients with depression. Respondents
varied in age, occupation, socioeconomic group, and
marital status. The two groups were similar in terms of
age, sex, marital status, and occupation. Women
outnumbered men by nearly three to one (46 to 16). A
more detailed account of the study design and recruit-
ment is given elsewhere.15 All but three of the
interviews were taped and fully transcribed. We used
the NUD*IST software package to analyse the content.
Untaped interviews were typed up from extensive writ-
ten notes and entered into the NUD*IST database. The
research was approved by the local research ethics
committee. All patients gave signed consent at the start
of interviews.

We interviewed the respondents in their homes.
The interviews were wide ranging discussions in which
we responded to the patients’ own concerns and
emphasis and focused on picking up on and exploring
aspects of thought and experience of particular
salience to the patients. We developed an initial coding
frame that we then jointly extended through an
iterative process of comparison and evaluation.

Results
Time emerged as an important theme in the
interviews. The general practice patients and the
Depression Alliance respondents did not differ in the
nature of the issues concerning time, although the
topic seemed to have greater salience for patients
whose onset of depression was more recent. A concern
with time featured in 23 of the 32 first interviews with
general practice patients, compared with nine of the 30

follow up interviews and 13 of the 30 interviews with
Depression Alliance respondents.

Sense of entitlement to time with the general
practitioner
The respondents commonly expressed concern about
“wasting” their doctor’s time by presenting with
inappropriate or trivial complaints. Lacking a diagnos-
tic or interpretive framework for their experience,
many patients were uncertain about the appropriate-
ness of approaching their doctors for help and the
legitimacy of their “medical” need. Respondents
regarded general practitioners as very busy people
whose time was scarce and valuable. They were
concerned not to take up more than their fair share
and, particularly, not to disadvantage other patients
whose needs they perceived as being more urgent
(box 1).

Respondents often referred to a time entitlement
of no more than 5 or 10 minutes with their doctor.
Patients had internalised an unspoken norm about
how long a consultation should last, irrespective of the
complexity of the problem. At the same time, they rec-
ognised depression as requiring more time than a
physical ailment. With a physical problem it was possi-
ble to plunge straight into describing the symptoms
without introduction or background, whereas explain-
ing mental health problems was often a more difficult
and lengthy process.

Time management
Respondents reported taking on themselves the
pressure of time they felt their doctor to be under and
felt some responsibility for helping the doctor to man-
age time. Respondents were concerned to play their
part in keeping the appointment system running to
time, a concern that was reinforced when other

Duration of depression in general practice patients and Depression Alliance respondents

Time since onset General practice Depression Alliance Total

Previous 6 months 15 0 15

7-12 months 4 3 7

1-2 years 2 2 4

>2 years 3 23 26

No clear onset 3 2 5

Diagnosis contested 5 0 5

Total 32 30 62

Box 1: Entitlement to time with the general
practitioner

Anxiety about inappropriate consulting and
wasting doctor’s time
There are lots of posters in the GP’s surgery about
depression . . . and it has got like, I think, . . . 5 or 10
points, and it says, if you suffer from these you may
have depression. See your GP now. I kind of looked at
them and thought, half of them possible. Probably the
others, but not every day, not something that happens
all the time. You know, I do go out. I don’t lock myself
in my room. I do sleep some days, but not others. Yes,
so it was like: I can’t really go there [to general
practitioner] with this, so I just felt I couldn’t really go
there because it was almost like wasting his time
(patient 112)

. . . and I know that the last time [I saw the general
practitioner], by the time I had got in I had been
sitting there for an hour and a half, and I felt really
terrible at going in there. I thought, “Oh God, I am
wasting his time . . . he has probably been rushed out
and had to speak to somebody who is incredibly ill
(patient 310)

Inadequate time in normal 5-10 minute
appointment
You have a 5 minute appointment. You can’t just say to
them in 5 minutes, “Look, I am so desperate. Help
me.” They just won’t take it, will they? (patient 415)
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patients were in the waiting room. Because they felt
under pressure of time, many patients thought that
they did not make best use of the consultation. They
felt unable to express their concerns or respond
constructively to what the doctor was saying, and thus
their presentation of symptoms and concerns was
often heavily edited (box 2).

The responsibility that many patients assumed for
the management of their doctor’s time inhibited them
from extending the consultation even when they knew
that more time was available or being offered.
Sometimes they recognised a question to be too prob-
ing to answer fully in the time they felt to be available.
Other respondents described how they would select
only the most pressing issues to discuss with their doc-
tor or would reveal concerns gradually over a series of
visits, because there was not enough time in a single
consultation. The patients saw their entitlement to time
as running across consultations, and they assessed this
entitlement in terms of the demand resulting from the
totality of their health problems, not just depression.
There was a limit to the number of issues that could be
raised within a certain period—another factor in
patients’ rationing of their consultation time.

Respondents were not critical of the shortage of
time. They did not hold their doctors responsible for
what they perceived to be a consequence of the scarcity
of resources in the NHS. They sympathised with the
pressures they perceived their doctors to be under and

tried to help by exercising restraint in the demands
they made on the system.

In contrast with the many patients who referred to
their restraint in taking time with their doctors, only
one respondent described going into a consultation
with the intention of securing more than her normal
time entitlement. Even then, this was not for herself but
on behalf of a relative. She reported this encounter in
fighting terms, apparently feeling that she had to steel
herself to flout conventions to get what she wanted.
Her surprise when the doctor responded positively to
her stance indicates the strength of the time rule and
the pressure patients felt to keep within the bounds of
“normal” time.

Extended time
Despite the sense of time pressure expressed by many
respondents, it was not uncommon for patients to have
a longer consultation than the standard 5-10 minutes.
Giving more than the standard time was seen as a mark
of the doctor’s quality and care. Extended time was
most likely to occur in first consultations. In some
cases, when presented with extreme distress, doctors
responded immediately and somehow found the
means to provide an extraordinary amount of time
(box 3). Doctors’ ability to respond to urgent need, even
during a normal busy surgery, was deeply appreciated
by patients. The effects of such a response could be
experienced as momentous and far reaching. Several
respondents described them as literally “life saving.”

Quality time
Having the time and opportunity to talk about their
problems was widely appreciated by patients and expe-
rienced as intrinsically therapeutic. However, longer
consultations were not necessarily felt to be better.
How time was used was crucial, and even short consul-
tations could be experienced as effective (box 4). The
converse was also true. It was not so much the amount
of time that mattered as the subjective perception of
the quality of time spent with the doctor. The doctor’s
manner could be as important as the amount of time
available. A too brisk consultation could send a strong
message about how the doctor viewed the legitimacy
and substance of the patient’s problems. Doctors varied

Box 2: Time management

Taking responsibility for managing the doctor’s
time
I think that GPs are . . . far too busy, you know, they
have such short consultations . . . that also worries me,
you see, that I am running over time in a consultation.
I mean, that should be worrying the doctor, not the
patient, but, you know, “I must go. I mustn’t keep him,
he will be late, and his next patient will be running
late,” and it is . . . silly things that I think about and
worry about (patient 413)

Rationing time and limiting disclosure of
information
I didn’t feel that I could go in and let him have the
whole lot. I mean, he’s got other patients waiting, and I
feel guilty that I’ve taken enough time up (patient 301)

I think he knew that I had got problems, but I was not
sort of being very open, you know. I just felt that I
couldn’t talk . . . or I hadn’t got time, or wasn’t ill
enough. There were lots of people far worse than what
I was sitting in the waiting room. And in sort of 5
minutes you couldn’t really discuss half of what
was going off in your head (Depression Alliance
patient 113)

. . . you feel when you go to the surgery that there is a
room full of other people and they [doctors] haven’t
got long . . . The GP is excellent. If she has got the time
she will give you the time, but sometimes you sense
that she is already running an hour late, or whatever,
because I have waited, and you daren’t, you feel that
you dare not say too much because . . . if she is worth
her salt she is going to say, ask you the question, the
right question that is going to start you opening up,
and you are also aware that she is probably an hour
behind (patient 310)

Box 3: Extended time

First consultations often take more time
The first time I saw him was about 10 to 15 minutes,
that’s all, and the second time was just a standard
medical consultation sort of thing, you know
(patient 414)

Sometimes a recognised need is met with
extraordinary time
I just booked an appointment, and I was so nervous
about going and telling him that I think I needed
something to help me, as I was under such a black
cloud, but he was great . . . I was in there for a good 30
minutes, which is really good for a doctor. And he was
so kind, he was concerned (patient 411)

. . . even now, I often think of all these poor patients
waiting to see him . . . You’re only supposed to have 10
minutes—an hour and a half later, I was still there. He
took his phone off the hook, and he was brilliant
(Depression Alliance patient 111)
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in their ability to convey interest, empathy, the feeling
of not being under pressure, and the feeling of taking
problems seriously.

Time for talking
Perceptions of time entitlement influenced how
patients evaluated the service they got. They made
allowance for what could be realistically achieved in the
time available and adjusted their expectations accord-
ingly. Time for talking could be delegated through
referral to counselling agencies and specialist services.
However, a sense of time pressure was so deeply
ingrained that some patients carried it over into the
longer sessions sometimes explicitly scheduled for
extended talking—they felt that time that was bounded
was intrinsically constraining (box 5). Patients felt they
had little or no control over time and were the passive
recipients of a resource someone else had allocated
and which had to be shared among all patients.
Furthermore, such referrals constitute an appropria-
tion of patient time.

Although patients generally acquiesced in the time
allocated to them, they were active in appraising the
quality and outcome of the service. Across a range of
consultations with different professionals, there was no
clear relation between the length and perceived quality
of time. It was not necessary for a consultation to be
long for it to be effective. Indeed, a number of patients
felt that their meetings with professionals had been a
waste of time.

Discussion
Patients’ anxiety about time, awareness of pressure of
time, and feelings of low entitlement to consultation
time were among our most striking findings. Patients’
reluctance to consult and fear of wasting professional

time reflect a norm that professional help should be
sought only in cases of extreme and genuine need.
Whether and when to seek medical advice are
judgments that are particularly difficult for people
experiencing psychological distress.

Our respondents’ comments expose a tension
between patients and the medical system in setting
boundaries of entitlement and access to care. The
comments reinforce other findings that patients’
perceptions of low entitlement to consultation time
and anxiety about wasting professional time with
“trivia” discourage them from making appointments
and inhibit their disclosure of problems.14 16–21 The
patients took upon themselves the time pressure they
felt general practitioners to be working under and also
the responsibility to ration time, by not overrunning
the 5-10 minutes they thought was the standard alloca-
tion. Crowded waiting rooms and long delays to see a
doctor intensified their already fragile sense of entitle-
ment. As other studies have also shown, other patients’

Box 4: Quality time

Standard consultations could be effective
. . . but, due respect to him . . . he got like I said to you
before, he got more out of me in 10 minutes than I
have said to anybody for four years (patient 414)

Importance of doctor’s manner in mediating
patients’ subjective experience of time
I know they’ve not got a lot of time, anyway, for each
patient or whatever, but at the same time, I think . . .
with some of them, the [way] some of them have like
reacted . . . I felt like I was just a burden (Depression
Alliance patient 104)

So he never once gave me the impression that he’d
run over time, you know, “I’ve got other patients to
see.” It was as though his body language and his
conversation sort of really . . . I supposed reinforced his
initial statement that I am a GP who considers
depression to be an illness and not a figment of
somebody’s imagination (patient 401)

It was just, you know, he would see me for 10 minutes.
“How are you?” “I’m not too bad.” “Right, carry on
taking the tablets.” You know, that was it, and I’d say,
“Well, why am I like this?” “Well, you’re depressed.”
And you would think, “Yes, OK, but I don’t feel
depressed as such.” “Well, you are.” It was really the
communication side of things that wasn’t there
(Depression Alliance patient 202)

Box 5: Talking time

Delegating time to talk
I think, to be able to talk to someone who really
understands, you know. I mean, your GP hasn’t got
time to sit down for hours talking to you. I mean,
having somebody like a therapist or one of the
qualified nursing staff that work in those situations
(Depression Alliance patient 106)

Anxiety about time could constrain patients’
ability to use it effectively
But again at those [counselling] consultations I knew
that I had three quarters of an hour and I was
desperately worried that I was going to run over . . . I
couldn’t see the clock, but there was a clock in the
room, but it was in a position that I couldn’t see it and
I was desperate. I didn’t want to appear rude, but I
desperately wanted to make sure that I was within
three quarters of an hour [laughing] (patient 413)

Interviewer: Did you find [psychiatrist outpatient
appointments] helpful?

Respondent: I didn’t, no. I mean he was . . . you know, we
sort of talked, but I was always aware of the time . . .
The time was always ticking away. I suppose when I got
comfortable, you know, it was almost time for the next
appointment in another couple of months, whatever,
so I never felt that I addressed the problems, or I just
really never felt—I can’t remember the exact questions,
but I just never felt that they got anywhere (Depression
Alliance patient 112)

Some patients felt that extended consultations
were a waste of time
I think that most GPs I’ve seen . . . it would be nice to
have more time if you felt that what was being
discussed in that period was useful. I have seen
psychiatrists in the past, and the last psychiatrist I saw
just put me off any sort of psychiatric help ever again
. . . it was a complete and utter waste of time
(Depression Alliance patient 116)

I did feel the sort of things she was coming out with
were the sort of things you would say to yourself as a
matter of course . . . I didn’t feel I was getting from her
anything additional to what I already knew in my own
mind . . . I just thought that was a complete and utter
waste of time, you know (patient 412)
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needs are routinely judged to be more pressing than
one’s own.6 17 19 21

It is patients rather than doctors who take the
initiative in rationing time.14 20 In effect, our patients
often failed to capitalise on the resource that was on
offer, feeling unable to use the time their doctor was
willing to extend to them. In consequence, they left the
surgery with questions unasked and issues
unexplored.14 16–20 This must have a negative impact on
general practitioners’ capacity to provide effective sup-
port for patients presenting with depressive disorders.
It also inhibits the development of more patient
centred and concordant consultations. Paradoxically, it
may be patients’ concern to keep within their perceived
time entitlement that causes time to be “wasted” in
ineffective and superficial consultations from which
they derive little benefit.

Despite their anxieties about time, patients quite
commonly reported receiving more than they
expected, especially during a first consultation for
depression. Where patients presented with severe
distress, some doctors managed to find up to an hour
or more to extend the consultation. Patients were
deeply appreciative of this kind of response. These
instances show what can be achieved even within the
current constraints of general practice and the scope
for flexible and creative use of time that still obtains
(though doubtless reinforcing the stress of other
patients in the waiting room). Although much of the
debate about time scarcity in general practices focuses
on the “average” length of 5-8 minutes, research also
shows a wide range of consultation time.3 5 22 23 Perhaps
the preoccupation with average length of consultation
is misplaced. Doctors’ ability to allocate time flexibly
and according to individual need is what is really criti-
cal. The quality of patients’ relationships with their
doctor is fashioned over a series of consultations, and it
is important to take account of the extension of time

across these consultations as well as what happens in
discrete episodes. Some consultations will require
more time than others. Shorter consultations may still
be effective where they build on support and shared
understandings developed through past encoun-
ters.23 24

Conclusions
Perceived quality of time, rather than just quantity, is
critical to patients’ experience of the consultation. Doc-
tors, by conveying the impression of having time for
the patient, can express a powerful message about their
interest and concern.4 12 16 20 In this they legitimate
patients’ problems, validate their decision to consult,
and confirm their need for treatment and support.
Positive reinforcement of this kind is essential for
patients’ sense of entitlement to be increased to the
point where they are can contribute more effectively—
and more concordantly—to the consultation.
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Commentary: Managing time appropriately in primary care
David Mechanic

Norms constrain all human activities. Patients learn
that time is limited—as conveyed by the appointment
system, by the demeanour of doctors and other staff,
and by subtle, and sometimes not so subtle, cues that
the encounter is coming to an end. Both doctors and
patients recognise the importance of time for a
trusting relationship but also understand the need to
manage time appropriately. Surveys of doctors and
patients find “time concerns” highly salient and a com-
mon source of dissatisfaction. Good doctors let
patients disclose their problems openly in the limited
time available, and make extra time when possible.
Time is as much a concern in the United States, where
the average consultation time is about twice as long as
in the United Kingdom.

Patients with psychosocial problems or depression
pose particular challenges, especially when doctors do
not know the patients well and are uncertain about
what they may elicit. Despite many efforts to improve
doctors’ recognition and treatment of depression, from
a third to a half of such conditions are not recognised
and are often treated inappropriately when recog-
nised.1 The sample of patients in Pollock and Grime’s
study, from doctors’ lists and from a depression
support group, probably understates considerably the
inhibition felt by patients and the reluctance of doctors
to address depression and related disorders in the con-
text of a busy schedule.

Ginsberg and Brown, in an earlier NHS study,
described the uncertainty mothers felt as to whether
their depression was an appropriate complaint and
their sensitivity to the slightest cues that their doctors
were uninterested or impatient with such complaints.2

Such presentations were tentative and often masked,
providing opportunities to avoid disruption of the
encounter. Hopefully, stigma is now less severe and
patients and doctors more aware and skilful, but the
evidence continues to indicate that appropriate
management of depression in primary care requires
proactive effort.3 Some recent advances have been

made in the United States in helping doctors recognise
and treat depression more effectively.4

Managing depression appropriately in initial pres-
entations requires more time than is available during a
routine consultation, even when doctors can respond
flexibly. Knowing the patient and maintaining continu-
ity of care are important advantages. General
practitioners can arrange special sessions for patients
with depression and can schedule more than the usual
time for them. Nurses and other professionals in the
practice can collaborate usefully in managing depres-
sion. Studies of patients’ experiences with nurse practi-
tioners in the United States find that patients often
prefer these practitioners because they take more time,
allowing patients to ask questions they are reluctant to
bother the doctor about, and they provide more feed-
back. Also, some US doctors are now scheduling group
visits for patients with particular chronic diseases, and
they report promising results.

The challenge of initial recognition of depression
remains. Doctors who let their patient tell their story
without interruption elicit more information and
patient satisfaction without extending total visit time.5

This may present more of a challenge in the NHS, but
doctors should be sensitive to how readily they shape
patients’ responses. Despite the stresses that doctors
are under, their authority and influence with patients
remain impressively strong.
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